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Children and young people (C/YP) in out-of-home care represent one of the most vulnerable and disadvantaged groups in Western societies, including Australia (Osborn & Bromfield, 2007; Tarren-Sweeney, 2008 ). An Australian study (TarrenSweeney & Hazell, 2006) of all 4-9 year old children in foster or kinship care in New South Wales indicated more than half of boys and girls experienced clinically significant and complex psychiatric disturbances. These results are consistent with other research indicating that exposure to maltreatment and neglect, combined with other associated risk factors (e.g., prenatal substance use/misuse), place those in out-of-home care at increased risk for developmental and mental health disorders across all facets of their life and lifespan. Negative outcomes include attachment difficulties (a core feature of many in care), anxiety, depression, post-traumatic stress, conduct problems (including defiance, anger and aggression), sexual reactive problems, inattention/hyperactivity, and suicidal behaviour (Briere et al., 2001; Osborn, Delfabbro & Barber, 2008; Oswald, Heil, & Goldbeck, 2010; Sawyer et al, 2007; Tilbury, Osmond, Wilson, & Clark, 2007) . Negative long-term outcomes include drug and alcohol use/misuse, poor physical health, homelessness, criminality and incarceration (Richardson, 2005) , highlighting the devastating costs to individuals across their entire lifespan.
Child abuse also results in enormous economic costs to communities, from expenses of foster placements, mental and physical health services, loss of productivity, criminal justice services (e.g., crime and incarceration), and unemployment. Taylor 
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Mental health needs for children in care are qualitatively and quantitatively different from children in the general population, with experts stressing the need for highly specialised trauma and attachment-informed, multi-agency approaches (Golding, 2010; Tarren-Sweeney, 2010) . Add to this, over the past ten years, numbers of C/YP in out-of-home care in Australia has almost doubled from 18,241 (June 2000) to 35, 895 (June 2010) (AIHW, 2011; Sammut, 2011) . In Queensland, from 2000 to 2010 the number of those in out-of-home care increased from 3011 to 7350 (AIHW, 2011) .
Despite the seriousness, complexity, disproportionately high utilisation rates of therapeutic services and the burgeoning numbers, little research has been conducted on effectiveness of intervention and/or program models offered (Courtney, 2000; Cantos & Gries, 2010) . Further, due to the complex needs of those in out-of-home-care it has been suggested that mainstream mental health services struggle to meet the needs of this population (Bellamy, Gopalan, & Traube, 2010) . Thus, more evaluation research is essential to clarify appropriate intervention /program models for this population, and provide high-quality information for policy-makers to guide decisions about program funding.
In 2004, concerns regarding a clear unmet need for therapeutic services within the outof-home-care population were identified within the Queensland, Australia Crime and Misconduct Commission (CMC) report 'Protecting Children: An Inquiry into Abuse of Children in Foster Care'. The CMC report recommended that "more therapeutic treatment services are made available to children with severe psychological and behavioural problems" (Recommendation 7.5; CMC, 2004, p.194) . A target group of 17% of C/YP in care were identified as having particularly high levels of complex and extreme psychological and behavioural problems requiring urgent intervention.
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Following the report recommendations, Evolve Therapeutic Services (ETS) was established as a tertiary level mental health intervention service.
Program Description
The 
Measures
The Health of the Nations Outcome Scale for Children and Adolescents (HoNOSCA, Gowers et al., 1999a) , is a 15-item clinician-rated measure designed specifically for assessment of child and adolescent outcomes in mental health services.
It includes 13 clinical/psychosocial items (disruptive/aggressive behaviour, overactivity and attentional difficulties, non-accidental self-injury, alcohol or substance/solvent misuse, scholastic and language skills, physical illness/disability problems, hallucinations and delusions, non-organic somatic symptoms, emotional and related symptoms, peer relationships, self-care and independence, family life and relationships and poor school attendance) and two items relating to knowledge about the child and/or young person's difficulties, management and services available. Each item is scored on a five-point scale from 0 (no problems) to 4 (severe problems) based on the previous two weeks, with a detailed glossary for each point of the scale and item (Gower et al., 1999b) . Pre/post HoNOSCA items were completed by clients' clinicians. A rating of 2, 3, or 4 indicates clinically significant problems requiring active monitoring or intervention. The scale is a valid measure of global psychiatric outcomes in C/YP, and is sensitive to change (Bilenberg, 2003; Garralda, Yates, & Higginson, 2000) .
The Children's Global Assessment Scale (CGAS; Shaffer et al., 1983) is
clinician-rated and provides a global level of adjustment and functioning on a scale of 1-100. Scores greater than 70 indicate no clinically significant functional impairment, scores less than 70 are associated with increasingly severe dysfunction. C/YP referred to clinical services generally have scores of less than 61 (Bird et al., 1990) . The CGAS has good psychometric properties and is sensitive to change (Steinhausen, 1987) .
A C C E P T E D M A N U S C R I P T Procedure
All ETS clinicians received formal and regular training in administration and interpretation of HoNOSCA and CGAS in order to maintain inter-rater reliability.
Baseline data was included if it has been collected within the first four months of allocation to ETS. This timeframe was chosen as coinciding with completion of a comprehensive mental health assessment providing the foundation for treatment planning. Completion data (the last data collection occasion for each client) was included only if collected within five months prior to official case closure.
Data analysis
Data was analysed using SPSS 21. Frequency analyses created a clinical profile of ETS clients' complexity, severity and mental health issues at admission. Outcomes were assessed by comparing pre and post treatment CGAS and HoNOSCA mean scores using repeated-measures t-tests. For estimates of differences in the proportion of clients in the clinical range between pre and post-treatment the McNemar test was used. Given severity and complexity, patterns of change were explored in detail for clients whose CGAS and HoNOSCA scores moved from (1) clinical to non-clinical ranges, and vice versa, (2) improved/deteriorated within the clinical and non-clinical range, and (3) remained the same from pre to post treatment.
Results
Missing values were excluded from analyses. Twenty percent of CGAS scores and 30% of HoNOSCA scores were missing. Missing data was random across ETS teams which indicates no bias in the data. Exploration of the normal probability plot for each individual distribution at pre and post treatment suggested the assumption of normality for t-tests was met overall. A minor number of deviations from normality
were observed, but did not require further transformation according to recommendations by Conlon (2000) . 41.5% diagnosed with multiple mental health disorders. Diagnoses were grouped into 14 major categories. As can be seen (Figure 1 ), 49.1% of ETS clients were diagnosed with attachment disorders, the most common mental health issue at admission.
Insert HONOSCA items) were conducted, requiring an adjustment of the probability below which statistical significance could be claimed, from .05 to 0.003.
Overall, there were statistically significant changes in CGAS scores from 48.2 to 57.8 (t(315) = -12.6, p < .001; n = 316), suggesting improved general adjustment and functioning for ETS clients at the end of treatment (Table 1 ). In addition, repeated measures analysis measured changes in consumer functioning for age, gender and Similarly, statistically significant change occurred in 10 of 13 HoNOSCA items (Table 1) HoNOSCA items. See Table 1 for detailed results.
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CGAS and HoNOSCA data were explored for any improvements/deteriorations across and within the clinical and non-clinical ranges. Table 2 provides an overview for clients whose CGAS and HoNOSCA scores: The overall clinical profile demonstrated that ETS clients had clinically significant problems with self-care and independence (40.1%) as well as school attendance (42.1%). Conversely, only a small proportion had problems with
16 hallucinations, delusions and abnormal perceptions (7.5%), alcohol, substance or solvent misuse (11.7%), and physical illness or disability problems (11.8%).
Insert Table 2 here
Discussion
This appears to be the first research completed on a large scale state-wide program for complex and severe mental health problems in C/YP in out-of-home care.
The overall higher percentage of male (61.6%) compared to female clients (39.4%) reflects the well-documented gender difference in externalising behaviour problems (one of the main eligibility criteria of ETS) (Leadbeater, Kuperminc, Blatt, & Hertzog, 1999 of young people required treatment much longer than this (up to 48 months); this may not be surprising given the needs of this often highly traumatised group. If services are unable to meet these needs, the alternative is for these young people to grow into adulthood with probable escalation of their personal, mental and social problems. There are several limitations to the study. The main limitation, as with many intervention studies with this population, is the unethical nature of withholding treatment or providing potentially less effective interventions. Another limitation was that no control group was employed to provide comparison. It is therefore not possible to attribute the observed treatment effects to the ETS intervention alone, as other confounding variables may, at least in part, explain the observed effects. Second, the study would have been enhanced by collateral information from other informants like
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18 foster carers and teachers who might have had a wider view of the outcomes of service delivery. A linked problem is that ratings were provided by one rater only; the client's primary clinician. However, the study was retrospective over 5 years, over ten community teams, thus it could be argued this makes unusually positive or biased reporting unlikely. Although all clinicians were trained in the use of the CGAS and HoNOSCA when they commenced employment with ETS, in most cases they did not receive regular refresher training. In addition, to improve consistency, we believe it would make sense to plan for two raters independently scoring young people. While and care trajectory need to be collected in the future to observe outcome differences.
Due to the overrepresentation of Indigenous children in the child protection system and in ETS additional analyses could be conducted for Indigenous consumers. Future research needs to include a cost-benefit analysis to provide policy makers and funding bodies with information needed to justify the expense of the intervention and thereby ensure continued operation, evaluation and refinement of the program.
Clinically these findings reinforce the presenting complexity in terms of mental health, functionality and intervention response required for those children/young people A C C E P T E D M A N U S C R I P T
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Highlights  An outcome study of children and young people in out-of-home care with complex mental health problems attending a therapeutic mental health service  Functioning and mental health symptoms were assessed for 664 children or young people  Statistically significant improvement in functioning for consumers at discharge with consumers aged between 2 and 10 having the greatest improvement  Statistically significant improvement in antisocial behaviour, attention, scholastic skills, emotional symptoms, peer and family relationships, self-care and school attendance at discharge
